This study examines the effect of a history of childhood maltreatment (CM) on parenting sense of competence, taking into account the influence of resilience and postpartum depressive symptoms as moderators of this relationship. Participants (N = 131) were a community sample of women recruited into a larger study of maternal childhood maltreatment. Women completed questionnaires over the phone at 4 months postpartum and parenting sense of competence (PSOC) was assessed during a home visit at 6 months postpartum. A three-way interaction emerged; women with low depression and high resilience factors maintained high levels of PSOC, even when they had a CM history. In contrast, among women with one postpartum risk factor (depression or low resilience) CM was associated with decreased PSOC. Results suggest that a mother's well-being postpartum moderates the effect of a childhood maltreatment history on her parenting sense of competence. Reducing postpartum depressive symptoms and enhancing resilience may be important components for interventions that address parenting confidence with maltreated women.
Introduction
Childhood maltreatment (CM) is defined by the World Health Organization (WHO) as physical, sexual, or psychological acts towards or neglect of a child (under 18 years old) by a parent or caregiver. This maltreatment can include any behavior or lack of a behavior on the part of the caregiver that results in actual or potential harm to the child's health, survival, development of dignity (WHO 2016) . Women with a history of childhood maltreatment (CM) are more likely to abuse or neglect their children, report using more physical punishment, and show less sensitive and more intrusive mother-child interactions (Banyard et al. 2003; DiLillo and Damashek 2003; Moehler et al. 2007; Roberts et al. 2004; Schuetz and Eiden 2005) . Parenting behaviors are informed by women's mental states regarding parenting, that is, the various frameworks through which they perceive themselves as parents (Michl et al. 2015; Slagt et al. 2012) , including parenting sense of competence (PSOC): parents' beliefs that they are capable of the job of parenting and ensuring positive outcomes for their children, and a sense of being satisfied with Bhow they are doing^in the parenting role (Caldwell et al. 2011) . A large body of research has linked PSOC with parenting behaviors and the quality of mother-infant relationships (for review see Jones and Prinz 2005) and parenting interventions have found that increases in PSOC are associated with more effective parenting behaviors and decreased child behavior problems (Gross et al. 1995; Miller Heyl et al. 1998) , highlighting the key role of parenting self-efficacy.
While research generally supports that a history of CM influences women's PSOC (Banyard 1997; Banyard et al. 2003; Fitzgerald et al. 2005) , studies report somewhat mixed findings regarding direction of effects. Caldwell et al. (2011) reported links between maltreatment experiences (inclusive of physical, sexual, and emotional abuse, as well as neglect) and PSOC among a group of at-risk mothers (i.e., low SES, addiction, or early motherhood). Similarly, Bailey and colleagues (2012); Pazdera et al. (2013) ; and Schuetz and Eiden (2005) reported that childhood sexual abuse was associated with a decreased PSOC. In contrast, Zuravin and Fontanella (1999) found only physical neglect during childhood associated with lower levels of PSOC, whereas there was no association of PSOC with sexual abuse in their sample. Unexpectedly, Lang et al. (2010) documented that physical abuse was not associated with PSOC, while emotional abuse was linked with lower levels of frustration in the child and more pleasure in the relationship, two aspects related to more adaptive PSOC (Lang et al. 2010) . Discrepant findings may reflect heterogeneity of outcomes for CM survivors, which has also been reported in regard to maternal behaviors: a significant number of women who were maltreated as children display high levels of maternal warmth and sensitivity, support, assistance, and infant affection during interactions (Fitzgerald et al. 2005; Martinez-Torteya et al. 2014) .
Moreover, inconsistent findings may also reflect more proximal factors, including mothers' well-being during the postpartum period. Postpartum depression, is a robust predictor of decreased parenting capacity, including diminished PSOC (Jones and Prinz 2005; Roberts et al. 2004 ) and can mediate the effects of childhood abuse on a variety of parenting outcomes, including mother-child bonding and PSOC (Morelen et al. 2016; Seng et al. 2013) . Parents' assessment of their caregiving capacity, may be affected by the general negative world-view that is symptomatic of depression, and women who think of themselves as bad parents may then be likely to behave in ways that are consistent with this belief (Fitzgerald et al. 2005) . Also, the depressive symptoms of pervasive deep sadness and anhedonia may get in the way of engaging in playful interactions with the children, and these difficulties in bonding may decrease confidence in one's abilities as a parent.
Maternal postpartum well-being is also influenced by maternal strengths and resilience. Resilience can be defined as Bthe personal qualities that enable one to thrive in the face of adversity^ (Connor and Davidson 2003) . Conceptualizations of resilience typically include the use of specific coping-strategies, including, social support and religious participation, as well as a broader sense of being able to overcome difficulties (Mguni et al. 2012) . Notably, resilience factors can enhance mental health outcomes for woman with histories of maltreatment and decrease risk for depression (Schulz et al. 2014; Wingo et al. 2014) . In fact, analyses with our sample previously documented that, among mothers with the highest quartile of resilience factors, none met criteria for MDD even if they experienced CM; in contrast, among mothers in the lowest quartile of resilience, 25% of those with low CM and 68% of those with high CM met criteria for MDD (Sexton et al. 2015) . In addition, transactional effects between resilience and depression likely shape the parenting outcomes of women with CM histories. Seltmann and Wright (2013) found an interaction between maternal depression and social support (one aspect of resilience) predicted positive parenting outcomes among sexual abuse survivors: social support promoted positive parenting in the context of low depressive symptoms, but was unrelated to parenting when they were significantly depressed. However, research specific to PSOC has not evaluated the interplay between CM experiences and various wellness and mental health factors in the postpartum period.
Current study aims
The current research evaluates the effects of women's childhood maltreatment history, postpartum depressive symptoms and resilience on later maternal parenting sense of competence. This research addresses limitations of previous studies by using a prospective design, assessing women's wellness postpartum, specifically depression and resilience, along with their CM history, and evaluating direct and interactive (moderation) effects of these factors on PSOC levels. We hypothesize that CM and maternal postpartum depression predict lower maternal PSOC, while maternal resilience factors predict higher PSOC. Second, we hypothesize that resilience will buffer the negative effects of CM on PSOC, while postpartum depressive symptoms will increase the negative effects of CM on PSOC.
Method

Participants and procedures
The women in this study (n = 131) were drawn from a larger study cohort (N = 268) examining the effects of maternal history of childhood maltreatment on mothers' postpartum adaptation, parenting, and their children's outcomes (Maternal Anxiety during the Childbearing Years BMACY^study; NIMH K23 MH080147). MACY enrolled 256 community mothers within the first 4 months postpartum and oversampled for women with CM (66%). Participants were recruited from either a pregnancy survey of women care at eight maternity clinics in three Health Systems in the Midwest (n = 145; see Seng et al. 2009 for details) or through community advertisement via flyers posted in pediatric and primary care clinics, resource centers (e.g., Women Infant and Children-WIC offices), or businesses and infant play groups (n = 111). The flyer invited participation of women who had Bexperienced difficult childhood upbringing,^and were now parenting an infant. Criteria for eligibility were at least 18 years old, able to speak English, and being mother to a healthy full-term 0-to 4-month-old baby. Exclusionary criteria were history of schizophrenia or bipolar disorder, or alcohol or illicit substance abuse within the last 3 months. Data collection for the parent study spanned from 4 to 18 months postpartum. At different time points in the study, assessments were conducted in the home, the University-based playroom, or by phone. Although some women were recruited during pregnancy, no data were collected during pregnancy.
The sample for the current substudy (n = 131) is restricted to women who completed assessments at both four (phone) and 6 months (home visit) postpartum. One hundred and fifty three women from the original cohort completed the 6 months postpartum home visit, while 103 women could not be reached or declined participation primarily due to scheduling conflicts. This study's final sample of 131 women excludes women with incomplete data on the measures for the main constructs of interest. Women were primarily White, middle class, and living with a romantic partner (Table 1) . Sixty percent of mothers had infant boys (n = 78). Participants in this study were not significantly different from the additional women in the larger parent study sample (n = 125) on key demographic variables such as race and income, their rates of CM, or mean scores for postpartum depression, resilience, and PSOC.
Maltreatment history, depression symptoms, and resilience characteristics were assessed over the phone during the 4 months postpartum call, while PSOC was assessed during the 6 months postpartum home visit. The short longitudinal design permits evaluation of the effects of early postpartum adaptation on later parenting sense of competence. Also, most women who develop postpartum depression do so in the first 4 months after birth (Kettunen et al. 2014 ) making this a key time to screen for depressive symptoms. Last, 6 months after birth, parental self-efficacy is likely to be more stable than during the early postpartum months, and studies that assessed PSOC during this first year postpartum report links with later parenting behaviors (Teti and Gelfand 1991) .
Measures
Childhood maltreatment The Childhood Trauma Questionnaire (CTQ; Bernstein and Fink 1998) is a standardized, retrospective 28-item self-report scale that measures childhood physical abuse (e.g., BI was punished with a belt, a board, a cord or some other hard object^), emotional abuse (e.g., BPeople in my family said hurtful or insulting things to me^), sexual abuse (e.g., BSomeone tried to make me do sexual things or watch sexual things^), emotional neglect (e.g., BI felt loved^[reverse coded]) and physical neglect (e.g., BI didn't have enough to eat^). Respondents rate the truth of each statement on a 5-point Likert scale, from BNever true when I was growing up^to BVery often true when I was growing up.T he CTQ has demonstrated good psychometric properties (Scher et al. 2001) . The scale was normed with a nonclinical sample of females and cutoff scores are provided to determine Bany^abuse and Bsevere^abuse. We used a dichotomous maltreatment score (presence of any type vs. absence) based on norm-derived cutoff scores for each subscale. The cutoff scores were derived from and designed to maximize sensitivity (79 to 89%) and specificity (82 to 86%; Bernstein and Fink 1998) . Using the total score (alpha = .75; M = 43.48, SD = 18.13).
Maternal depression The Postpartum Depression Screening Scale (PDSS; Beck and Gable 2000) is a 35-item self-report measure that assesses seven dimensions of depression during the past 2 weeks: sleeping/eating disturbances, anxiety/insecurity, emotional liability, cognitive impairment, loss of self, guilt/shame, and contemplating harming oneself. Women rate these on a 5-point Likert scale, from BStrongly disagree^to BStrongly agree.^The measure has good psychometric properties and total scores ≥ 80 or higher denote clinically significant symptomology (Beck and Gable 2000; Boyd et al. 2005) . We used the total score (alpha = .96; M = 62.05, SD = 21.39).
Maternal resilience The Connor-Davidson Resilience scale (CD-RISC) has 25 items, each rated on a 5-point agreement scale, with higher total scores reflecting greater resilience, including tenacity and high standards (e.g., BYou work to attain your goals^), acceptance of change (e.g., BI can deal with whatever comes my way^), ability to tolerate negative affect (e.g., BCoping with stress strengthens^), security of relationships (e.g., BClose and secure relationships^), control (e.g., BIn control of your life^), and spiritual influences (e.g., BSometimes fate or god can help.^) The measure has good psychometric properties (Conner and Davidson 2003) . We used the total score (alpha = .90; M = 76.72, SD = 12.03).
Parenting sense of competence The adapted Parenting Sense of Competence Scale focuses on the satisfaction scale (PSCS; Mowbray et al. 2005 ) and includes 11-items rated on a 5-point Likert scale, ranging from BVery dissatisfied^to BVery satisfied.^(e.g., BHow satisfied are you with your ability to care for and protect your child?^). This measure has good reliability (Johnston and Mash 1989; Ohan et al. 2000) . The validity of the parenting sense of competence scores has been demonstrated through links with various parenting behaviors (e.g., supportive behaviors, ineffective disciplining) in both crosssectional and longitudinal studies (Shumow and Lomax 2002; Slagt et al. 2012; Teti and Gelfand 1991) . We used a total score (alpha = .87; M = 49.64, SD = 5.38).
Data analysis plan
Step-wise multiple regression with 1000 bootstrap samples on IBM SPSS 25.0 were used to evaluate the effects of maltreatment, depressive symptoms, and resilience on PSOC. Continuous variables were centered to prevent issues with multicollinearity. The first step of the model included the main effects for each predictor. Two-way interaction terms (i.e., CM-by-Depression, CM-by-Resilience, and Depression-byResilience) were computed and added to the second step of the regression. The three-way interaction was added as a third step in the regression model.
Results
Descriptive statistics and bivariate correlations
Emotional abuse and emotional neglect were most commonly reported (52 and 43%, respectively), followed by sexual abuse (37%), physical abuse (30%), and physical neglect (13%). Sixty-eight percent of women reported experiencing any type of abuse. Mean levels of depression were in the normative range (M = 62.05, SD = 21.39). Seventeen percent (n = 25) of women reported scores that were clinically significant. Point-biserial correlations showed a significant positive relationship between CM and depression (r = .33, p < .05), as well as negative relationships between CM and resilience (r = − .28, p < .05), and CM and PSOC (r = − .23, p < .05). Pearson's correlations showed negative associations between depression and resilience (r = − .54, p < .05) and depression with PSOC (r = − .31, p < .05). Sense of competence was positively associated with resilience (r = .32, p < .05) but not associated with demographic risk (family income and maternal education); thus, these variables were not used as covariates in analyses.
Moderator analyses
The step-wise approach showed that the three-way interaction was a significant predictor of PSOC; thus, the results of model 3 are reported here (see Table 1 for statistics for the three models). The model predicted a significant proportion of the variance in PSOC, r-squared = .18, F (7, 123) = 3.93, p = .001.. Childhood maltreatment history predicted decreases in PSOC, b = − 2.41, p = .029, but the effects of resilience and depression were not significant. The two-way interactions were not significant predictors, but the three-way interaction had a significant effect, b = −.01, p < .025. PSOC levels were plotted out for women with and without CM histories, and at + 1 and − 1 SDs from the mean for depression and resilience, following Aiken et al. (1991;  see Fig. 1 ). Among women with low levels of depression and high levels of resilience (i.e., the Bhealthiest^group) there was no association between CM and PSOC; these women reported high levels of PSOC regardless of maltreatment experiences. Similarly, the women who were most at risk during the postpartum period due to high levels of depression and low levels of resilience had the lowest PSOC scores, regardless of CM history. In contrast, CM was strongly associated with decreases in PSOC for women who experienced one Btype^of adversity during the postpartum period and were either experiencing high depression or low resilience (but not both) ( Table 2) .
Discussion
This study sought to clarify the impact of CM history, postpartum depression, and maternal resilience on parenting sense of competence at 6 months postpartum. Results in the current study showed complex interactions between CM history and depression and resilience during the postpartum period. A significant three-way interaction between CM, postpartum depression, and resilience emerged. Results suggests that the effect of CM on a parenting sense of competence is contingent on mothers' level of resilience and depression postpartum; both depression and low resilience potentiated the negative effects of CM on PSOC. But, a combination of low depression and high resilience buffered the negative effects of CM, and these maltreated women with healthy postpartum adaptation maintained high levels of PSOC that were similar to those of non-maltreated women and were higher than those of nonmaltreated women who experienced high depression and low resilience postpartum. The effects of CM appear to be buffered for women with low depression and high resilience. Our findings align with the results of Seltmann and Wright's (2013) who report that a combination of high partner support (i.e., one form of resilience) and low depression was protective against mother-child communication problems among childhood sexual abuse survivors. Our finding is also consistent with previous research that documents that high levels of resilience predict higher PSOC (Banyard et al. 2003; Hess et al. 2002) , as well as findings that resilience buffers the negative effects of CM history on other adult outcomes (Wingo et al. 2014) . Different types of resilience factors likely enhance parenting sense of competence through multiple mechanisms. For example, social support can include instrumental or child care support, which may help parents better meet their child's needs, enhancing their sense of competence, and fostering more positive perceptions and interpretations of child behavior (Levine et al. 1985; Mercer et al. 1984) . In addition, social supports may provide encouragement and positive feedback, giving mothers more emotional resources to handle difficult child behavior. On the other hand, religious coping has been linked with more general (not caregiving) self-efficacy and life satisfaction (Bagley and Mallick 1997; Pergament 1997) , which may extend to the realm of caregiving.
On the other hand, among women who experienced only one of the assessed postpartum risk factors (low resilience or high depression), CM was a powerful predictor of decreased PSOC. This finding is consistent with cumulative risk models (Sameroff et al. 2004) , such that aggregate postpartum adversity made women most susceptible to the deleterious influence of CM; these mothers may not have had positive examples of parenting, and therefore be unable to use positive memories and practices from their own families of origin to rely on during difficult postpartum circumstances (Banyard et al. 2003) .
Women with high levels of depression and low resilience reported low levels of PSOC regardless of their CM status. Depression is a powerful influence on women's interactions with their children: on one hand, symptoms of sadness and irritability can decrease the threshold for frustrations and lead to harsher reactions to children's behavior, while symptoms of anhedonia and fatigue can decrease engagement and joy during interactions, making the experience of parenting less satisfying (Fitzgerald et al. 2005) . These negative and unsatisfying interactions then influence how women see themselves as mothers. Depression also decreases PSOC through decreased hopefulness about the future and a higher propensity for worry (Banyard 1997) .
Last, our results showed that with this specific sample, primarily white, middle class, and with relatively high education levels, demographic variables were not predictive of PSOC. This is a finding that has occurred in various studies of PSOC (Ohan et al. 2000) . Other studies of parenting competence have found significant correlations to demographics such as maternal education, family income and infant age (both positively correlated). This same study found that mothers who lived with or were married to their partners had high maternal competence than those without partners (Teti and Gelfand 1991) .
The limitations of the study should be noted. All measures were assessed via maternal report, increasing the risk that associations are inflated due to reporter biases. Specifically, it may be that current depression or low resilience influenced women's recall for their maltreatment experiences growing up. Future studies would benefit from a multi-method, multi-informant approach. Second, our Blongitudinalf ollow-up period of 2 months is short. Longer follow-up can help understand developmental changes on PSOC among this group of women, as they gather more experiences with their children. This future study could also allow the provision of looking and child outcomes as well. In addition, the current research focused on depression because it is a common mental health outcome for CM survivors and has strong links with parenting outcomes (Banyard et al. 2003) . However, future research should also assess substance abuse problems, which are often co-morbid with internalizing problems among trauma-exposed women (MacMillan et al. 2001) . Finally, our sample was recruited from the community, making it so that experiences of those women who were most impaired may not have been captured; clinical and community studies are needed to complement our knowledge of women's postpartum experiences. In addition, women with relatively high education and middle-income levels are over represented, and these characteristics are associated with higher parenting competency and lower rates of childhood maltreatment. Ethnically, the demographics somewhat mirror, national proportions but have a lower representation of Latina participants. This makes our study limited in its generalizability to populations with lower education levels, much lower or much higher income, or slightly more ethnically diverse groups.
Implications for practice, application, and policy
Findings highlight the importance of appropriate mental health intervention for postpartum depression for women, particularly survivors of CM. Significant evidence demonstrates that intensive postpartum support can effectively reduce depressive symptoms (Dennis 2005) . However, research also shows that intervention-related improvements in depressive symptoms do not directly translate into parenting gains (Muzik et al. 2009 ). Our findings suggest that enhancing resilience factors (e.g., spirituality, social support) may be a fruitful target of intervention and may be incorporated to treatment efforts that more explicitly focus on the parent-child relationship (e.g., Mom-power intervention; Muzik et al. 2015) . Qualitative work that documents CM survivor mothers' accounts of their health care needs during postpartum, supports that comprehensive services that address multiple domains of risk and protection are desired ). In addition, this research provides evidence for placing more time and resources into the reduction of child maltreatment as the effects of child maltreatment are not only impacting the affected person but may be passed on for generations.
In sum, our results suggest complex interactions between CM experiences and resilience and depression, and how these factors help to shape women's parenting sense of competence during the first year of their infants' lives. Notably, women with low depression and high resilience factors were protected from the negative effects of CM and maintained high levels of PSOC. In contrast, a combination of postpartum adversity (high depression and/or low resilience) and CM lead to significantly lower levels of PSOC 2 months later. This research has implications for practice, suggesting the importance of addressing depression and promoting resilience factors among women who have suffered childhood maltreatment in order to improve their parenting outcomes.
